ABSTRACT -Background: Financing and the way in which funds are then allocated are key issues in health policy. They can act as an incentive or barrier to system reform , can prioritise certain types or sectors of care and have long term consequences for the planning and delivery of services. The way in which these issues can impact on the funding of mental health services across Europe has been a key task of the Mental Health Economics European Network. (MHEEN) This paper draws on information prepared for MHEEN and provides an analysis of the context and the main issues related to mental health financing in Spain.
Introduction
In recent years, growing attention has been paid to the economics of mental disorders which account for 20% of all disabilityadjusted life years, and 43% of all years lived with a disability in the WHO European Region (WHO 2001) . However, despite the significant health, economic and social costs of mental health problems, and the increasing body of evidence on effective interventions, the development of mental health policy and practice seems neglected in Europe, in comparison with other health sectors.
Financing is a key issue in health policy. It sets up incentives or barriers, can prioritise care in one sector over another and has long term consequences on how care is provided and organised. While much is known on the ways in which general health care systems are financed in Europe, little has been published specifically on the financing of mental health (Knapp et al. 2003) . Looking at mental health is also important given the degree to which services are provided outside the health care sector in different countries, with implications both for the level of fairness in access to services and also in moving towards a greater degree of harmonisation in the delivery of mental health care services across Europe. An important first step therefore is to collect and analyse information on how mental health services are provided and financed across the European Union. This paper is intended to provide such an overview for Spain.
Methods
The Mental Health Economics Europe Network (MHEEN) was established in 2002 with support from the European Commission in order to look at some of the key issues related to mental health policy and economics initially across the original 15 EU Member States, Iceland and Norway. MHEEN is a partnership of health economists, policy analysts and mental health professionals working in collaboration with Mental Health Europe, a non-governmental organisation (McDaid et al. 2005a) . A key element of the work undertaken by MHEEN is to map current structures and service provision in Europe in order to provide a baseline and context for comparative analysis and development of policy recommendations. In order to assess mental health financing systems across EU countries, a structured questionnaire was developed iteratively by the group to examine, firstly, the extent to which mental health services may be funded in a different fashion to other health care services, and to consider whether the approaches are efficient and equitable. A second purpose was to review the extent to 30 L. SALVADOR-CARULLA ET AL.
Comments: In spite of its policy implications, little is known about mental healthcare financing in Spain. Comparisons of expenditure for mental health across the ACs are problematic, making it difficult to assess inequalities in access to services across the country. The limited data available on mental healthcare expenditure suggests that level of funding for mental health is low compared with many of the EU-15 countries. This may indicate inefficient and inequitable funding given the significant contribution of mental disorders to the overall burden of ill health. Attention needs to be directed to redressing both the information deficit and also in using a range of financing mechanisms to promote greater investment in mental health.
which services are provided outside the health care sector, for instance by social services and the consequences for entitlement and access to services. Gaps in the availability of information were also identified by the group (for detailed description see http:// www.mentalhealth-econ.org/).
In Spain, data collection and reports were carried out by two researchers (LS and MG) from the PSICOST/RIRAG research thematic network. As the responsibility for health care in Spain is devolved to 17 Autonomous Communities, contacts were made with their mental health agencies, and available mental health plans, annual reports and technical documents were reviewed. A direct collaboration was set up with four ACs (Madrid, Navarra, Andalucia, Cataluña) which account for 50% of the total population of Spain. The mental health care system including financing was thoroughly reviewed in these ACs for the reference year 2002.
This paper provides a synthesis and analysis of the Spanish report prepared by the Psicost/RIRAG group (Red de Investigacion de Resultados Aplicados a la Gestión) & the Spanish Society of Psychiatric Epidemiology (SEEP) for the MHEEN project. The paper begins by outlining the history and the financing pattern of the general healthcare system in Spain including the role played by user charges and private health insurance. The next section then considers the background to and financing of mental health care. Section 3 reviews eligibility for and coverage of both general and then mental healthcare services, Section 4 turns to entitlements to mental health services in other sectors, in particular within social care and provides an overview of financing mechanisms for these services.
Results
The structure and financing of health care in Spain
The Spanish healthcare system During the last 25 years, three parallel processes have had a major impact on the organisation and financing of mental health care: devolution of responsibility for health from national to regional agencies, as well as both health system and mental health reform. The combination of these dynamic processes has produced an extremely complex situation, which makes the description of the current organisational and financial structure of the system a difficult task.
The system can be characterised as an integrated National Health Service, publicly financed that provides almost universal health care free of charge at the point of use. Provision is mostly publicly owned and managed: this applies to most general practitioners and primary health care centres, to outpatient specialised clinics and physicians, and to 80% of hospital care.
Governance of the health care system is now fully decentralised with responsibility resting with each of the 17 "Autonomous Communities" (ACs) or regions that make up the Country. The health care system in the "autonomous cities" of Ceuta and Melilla located in north Africa is the responsibility of the national Ministry of Health. Each AC e.g. Catalonia, Extremadura or Asturias has their own government and administration, and in addition to full responsibility for health and social services, they also have varying degrees of autonomy for other issues such as crime and justice or education.
The process of decentralisation in Spain has developed at a different pace in every AC depending on regional policy and the model used for administrative transfer from central government. Two different AC transfer models were developed in the late 1970´s: a "slow" transfer process and a "quick" one for the so-called "Historical" ACs. Responsibility for health care was transferred to Catalonia from 1981, followed by Andalucia in 1984, the Basque Country and Valencia in 1987, Galicia and Navarra in 1990 and the Canary Islands in 1994. However it was not until 2002 that the devolution process to all the ACs was completed.
Decentralisation has led to a greater diversity in the organisation of health and social care services. For example, while Catalonia and Andalucia both secured control over health services in the 1980s, in Catalonia responsibility for social care services were also devolved at the same time, whereas in Andalucia this did not happen until the 1990s. In contrast in another 10 ACs, devolution of responsibility for social care preceeded that for health care, e.g.in Cantabria and Balearic Islands this happened in 1997, while the transfer of responsibility for health care services from the national health agency (INSALUD) was only completed in 2002 (Lopez-Casasnovas 2002 , Cantarero-Prieto 2002 .
Another challenge in the evolution of the health care system across the country is that the process of decentralisation has not been accompanied with a parallel development of national agencies or efficient cross-regional coordination systems. Decisions as to what services to make available are now determined regionally, subject to some loose coordination and agreement with the Council of the National Health System. Currently there is no national information system on service provision, planning or financing either for social or health services. This situation has been defined as being "specially 
Health care financing
The Spanish National Health System was set up in 1986 when the General Health Care Act was approved by the Spanish Parliament. This introduced a system funded through general taxation with funds pooled at a national level. ( All ACs except for Navarra and the Basque Country, are under a common taxation system called regimen común. The allocation of funds from general taxation to the various ACs is laid out in the State Budget Act of the Spanish Parliament every year. The Canary Islands have a special taxation system as an overseas region within the European Union. Funds for all services (including health care) are collected from regional shares of income tax (33%), VAT (35%), excise duties (40%) and 100% of other taxes (e.g. car registration and property tax, beverages and oil taxes). A detailed breakdown is described elsewhere (Cantarero-Prieto 2002 , Cabases & Utrilla 2005 . Part of VAT is directly given to the ACs, except for the Basque Country and Navarra, which are under a special taxation system called Regimen Foral. These two ACs directly collect taxation and transfer a fixed quota to central government on the basis of annual negotiations (cupo). Therefore these ACs have full governance of both the financing and organisation of the health and the social care system. Other ACs have been pressing for similar agreements, however this Overall the ACs are responsible for managing over 90% of public health expenditure (92% in 2006). A model for inter-territorial equity was developed when the devolution process finished. However an increasing number of compensation funds to ACs have been approved to favour inter-territorial equity and to attenuate the increasing health deficit. The complexity of this system is illustrated through the additional health budget share provided by the central government to the ACs in 2006 (Table I) . 44.87% (1,365.4 million euro) are advanced payments from taxes and from the Sufficiency Fund Fondo de Suficiencia. The sufficiency fund is a central transfer equalisation which is made to every AC by the Spanish government to maintain social solidarity between the different ACs. This fund is divided into three components: national or central services, health services and social services. For the last two components, the level of transfer is based on a index adjusted by the number of users of public services in every AC. Two adjustment are made according to the age structure of the population and to the geographical location in Canary or Balearic Islands. The model determines the minimum budget to be allocated to health and social services by the ACs Principio de Afectación, and the minimum transfer to be provided by central government to every AC. The other 53.13% (1,677 million euro) are specific health funds. They include: 1) Health warrant fund Fondo de Garantía Sanitaria (500 million euro). This fund warrants additional funds if tax revenues are declining in any one AC or their increase is below the Spanish GNP (the sufficiency fund restrains health overexpenditure in relation to GNP, but needs to compensate regional GNP declines); 2) Direct transfer to ACs (500 million euro); 3) Patient mobility fund Fondo de Cohesión Sanitaria (50 million euro). This compensation fund ensures that there is a transfer of funds across the ACs to reimburse the hospital expenses of patients resident in a different AC; and care provided to foreign citizens (see healthcare eligibility below); 4) Compensation fund to Islands (Canary and Balearic Islands) (55 million euros); 5) A quality and equity program (Plan de Calidad e Igualdad del Sistema Nacional de Salud) (55 million euro). This plan provides additional compensation funds for equity in health care across the different ACs; 6) Care to foreigners (200 million euro). This fund compensate to ACs for care provided to foreign citizens and not reimbursed from the Countries of origin. 7) Fund for care due to uninsured accidents (100 million euro); and 8) Compensation fund for the health deficit (227 million euro). A new tax on beverages and tobacco was introduced in 2005 for partial compensation of the health deficit in the ACs. Apart from these funds, the law entitles ACs to collect special health taxes on gasoline, electricity, and car registrations (these taxes are optional for every one AC). A total health revenue of 1.800 million euro is expected from these regional taxes in The factors related to the health deficit are complex and include circumstances specific to Spain such as the lack of coordination among ACs , the "expenditure culture" which characterised health management in some ACs, and the 8% population increase in the last 5 years mainly due to immigration (the sufficiency fund used the 1999 census until 2005 despite the additional 3.7 million new citizens). The non-reimbursed care to foreign citizens is mounting although there is no estimate available. An on-going EU project (Europe for Patients), has found that most reimbursement forms for EU citizens are not completed at the hospitals, and many ageing EU citizens who actually live in Spain do not transfer their pension rights although they receive long term care. The provisional measures to redress the deficit are insufficient. A new model for financing is due to be established in 2007 (Cantarero- Prieto 2002 , Sanchez-Maldonado & Cabasés 2005 . New financing schemes are being piloted in some areas. For example, a capitation scheme including both health, long-term care and social care is being tested in several counties in Catalonia.
User charges
In addition to funds raised through taxation, user charges continue to play a significant role. Survey data indicate that the payment of user charges to both the public and the private systems amounted to approximately 17% of total health care expenditure. It accounts for over 70 to 85% of total private expenditure (which accounts for 33% of the total health expenditure in Spain) (Casado y López-Casasnovas 2001) . There is cost-sharing for pharmaceuticals; the general population pays 40%, the disabled 10% but the elderly are exempt. Although children and unemployed are not exempt, it has been estimated that the actual global copayment is 7% of medication expenditure.
Of these payments, 57% were direct payments for private out-patient care (including nursing care), 3% were direct payments for in-patient care; and 40% were co-payments for pharmaceuticals, and orthopaedic prosthetic products (European Observatory on Health Care Systems 2000b).
Private health insurance
Private health insurance plays a secondary, albeit increasing, role in Spain. Several comparisons with other EU countries have been published which indicate that the proportion of the population with private health insurance increased from 8.9% in 1997 (Ruiz 2002) This increase in the use of private insurance is in part due to health reforms that have encouraged the expansion of this sector, especially in respect of the management of occupational health and accidents at the workplace. Tax deductions are also provided for employer purchased private insurance. Health insurance companies also run care delivery organisations. Public contract of care services with private companies have had a positive on private health insurance. Within Spain, Catalonia has had a long standing tradition of not for profit health insurance, but this has to a great extent been replaced by for-profit private insurance in the last decade, which now accounts for most contracts within this sector.
According to 2002 estimates, private insurance is the primary method of funding health care for 2.7% of the population while for the other 10.3% of population with private insurance, this acts as a complement or supplement to their use of the public system. Typically this allows for faster access to services and is argued to increase consumer choice. Exceptionally it can provides complementary coverage for services excluded by the NHS, such as dentistry.
Half of all civil servants entitled to participate in the national mutual fund choose to be treated through private insurance. However there is some evidence suggesting that this group of people use public sector providers for high technology interventions, and also switch to the public health care system care when expensive treatment for chronic conditions is required.
Perhaps unsurprisingly given both the high level of civil servants with private insurance and also because of reforms in Catalonia that have encouraged the purchase of private health insurance, between 20% and 25% of all those with private health insurance are located in Madrid and Barcelona. The profile of those with private insurance differs from general population (they are married, with children, age between 25-45, with an academic degree and a stable job).
The structure and financing of the mental health care system
In Spain, psychiatric care is one of the most neglected areas within the health system due to the longstanding fragmentation of responsibility for services among various public administration bodies, coupled with a lack of coordination, reliance on religious charitable organisations, chronic underfinancing and a lack of interest in the field by most central and regional authorities. Like many other countries in Europe much reform has focused on reducing the reliance on long stay psychiatric institutions. Reforms of the system started in earnest in 1985 with the release of the report of the two year Ministerial Commission for Psychiatric Reform. The report has led to different structural consequences across the ACs. For example, Andalucia closed all of its psychiatric hospitals by 2001 while Catalonia continues to retain residential subacute (time-limited) and long term care within psychiatric institutions. These reforms have been described at length in a series of national and international reports and papers (see Vázquez-Barquero & Garcia 1999 , Salvador-Carulla et al. 2002 for a review).
The General Health Act (1986) made provision for the integration of mental health within the general health care system and stated that psychiatric patients should be considered as service users of equal worth. Subsequently, mental health networks were integrated in the general health system. Psychiatric care, except for psychoanalysis and hypnosis, was included among the package of benefits covered by the National Health System (Real Decreto 63/1995) and specific Diagnostic-Related Groups (DRGs) tariffs for mental disorders were added to the national DRG system. As in other European countries, DRG tariffs can be largely inaccurate tending to underestimate costs and moreover are outdated having not been revised in recent years.
In common with the situation found other European countries with NHS style systems, mental health care is integrated within the public health system and therefore largely reliant on public funding. Thus the financing mechanisms are no different to those for other health care sectors, as services receive most of their funding from a share of taxation revenues. Each AC chooses how to allocate the health budget to meet health needs, thus there may be variation in the levels of funding received in different ACs, although this is difficult to determine because of deficits in our knowledge of mental health expenditure in the country (See next section). However in common with the situation found in many European countries, health reform have included the transfer of some services for people with mental disorders and for those with intellectual disabilities out of the health sector and usually to the social care sector. Such service transfers include non-hospital residential care, occupational care and other intermediate care facilities. Psychiatric care for special populations such as those with intellectual disabilities, drug addiction or in need of psychogeriatric care e.g. for dementia have also been transferred to social services in many ACs. As we indicate later on one consequence of such transfers can be reduced access and entitlement to services.
Unfortunately, there is no estimate of the proportion of total health care expenditure allocated to mental health services. At a national level Spain was unable to provide an estimate for the recently updated WHO Mental Health Atlas (2005) . A recent estimate suggest that mental health should account for 5% of total health expenditure, being the third lowest in EU-25 (MHEEN 2004) . However, this estimate is very crude and not based on robust data. We attempted to carry out a detailed analysis of mental health expenditure in four ACs (Andalucia, Catalonia, Madrid and Navarre) for year 2002 (Salvador-Carulla et al. in press). The results were not encouraging and illustrate the challenge in estimating mental health expenditure. In the Community of Madrid no information was available while in Andalucia the method of compiling available data meant that it was impossible to disaggregate mental health from other hospital or outpatient expenditures. Where some information was available (Catalonia and Navarre), the accounting procedures used differ making comparison between the two ACs impossible. Notwithstanding these caveats above Table II provides some estimate of mental health expenditure in three of these ACs (Catalonia, Navarre and Andalucia). Looking beyond funding from taxation and user charges, there appears to be a limited role for private insurance coverage for mental health while there continues to be some reliance on the role of charitable organisations including the church in providing residential service provision, towards whose costs residents may typically make a contribution. This situation explain why there may be a lower proportion of publicly financed mental health care expenditure in comparison to general health (76%), with lower private insurance expenditure, and higher out-of-pocket expenses. as we can see in Table II there is some variation in access to human resources across different ACs. Levels of resources in Andalucia, Catalonia and Navarra in our analysis are in some cases much higher than the national average for Spain published at WHO Atlas (WHO 2005) .
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Healthcare elegibility and coverage
General healthcare
The level of health care coverage is nearly universal in Spain. It is not based on citizenship and following the introduction of the NHS in 1986 eligibility was increased beyond those in employment to cover most of the population. By 1997, it was estimated that 99.4% of the population was covered by the statutory system (National Health Survey 1997). 94.8% of the Spanish population were covered under their obligatory affiliation to the social security system or qualified for access through a special non-contributory scheme reserved for those very poor and vulnerable individuals. The vulnerable and disadvantaged are still subject to separate administrative regulations. The remaining 4.6% of the population (2,000.000 people) are covered through three non-profit mutual funds: Social Institute for the Armed Forces (ISFAS), the General Legal Mutual Company (MUGEJU) and the Mutual Fund for State Civil Servants (MUFACE). Approximately 50% of the members of these mutual funds choose care within the National Health System and 50% choose coverage through private insurance. 70% of these schemes are funded by the state with the remaining 30% coming from enrolee contributions.
Self-employed have a specific scheme within the Social Security which has been given access to the NHS according to professional background, affiliation to professional colleges and other factors. According to the 1997 National Health Survey, the proportion of non-eligible population was 0.6%, largely consisting of high income self employed professionals and employers.
Since 2004 EU citizens can obtain full care access through the European Health Insurance Card. They can also transfer their pension rights to Spain and obtain longterm care. Other legal non-Spanish residents have right of access when employed or when they entitle to the non-contributory scheme. In January 2000 the national Parliament approved the Immigration Act, which entitles registered immigrants to health care benefits on a means-tested basis. It also ratified the right to health care that had already been recognised for immigrant children under 18, immigrant women during pregnancy, as well for all in the case of accidents or emergencies. At present undocumented immigrants have also access to the health care system as they can register in the municipality census and then obtain a regional health card. The homeless and unemployed are included through the special non-contributory scheme, although the degree of coverage for the homeless and seriously disadvantaged is not clear. In most ACs they have to pay the full price of medicines. For example, local councils pay their medicines in the Basque Country.
Mental Healthcare coverage and eligibility
Coverage and eligibility for mental health care services is exactly the same as that for other parts of the health care system, and individuals are entitled to access to free at the point of use services. The 1986 General Health Act also entitles any individual with a disability, both physical or mental, to access rehabilitation services. In practice however, enforcement of this legal entitlement has not been sufficiently developed and thus care and treatment gaps appear in several areas including mental health. Certain categories of treatment are also explicitly excluded from coverage within the NHS, these include psychoanalysis and other dynamic therapies.
Private insurance coverage and mental heath
Private insurance is risk rated and provides limited coverage for mental disorders; many healthcare plans exclude psychotherapy or psychiatric hospitalisation. However, the reduced availability of service provision and accessibility in the public sector increases the registration of patients seeking substitutory mental health care in private insurance schemes. Data from private insurance companies are not readily available. Furthermore, many patients do not provide previous history of mental illness when registering to a private insurance scheme. Therefore it is difficult to estimate the size of the shift from public to private mental health care in Spain.
Social services for people with disability/dependence
As we have shown health care is a right in Spain, with near universal coverage for the whole population. Earlier however we noted that as reforms of the Spanish mental health system have developed, an increasing number of services have been shifted into the social care sector. Unlike health care, access and entitlement to social care is discretionary. June 2005) . The Ministry of Health and the IMSERSO have put together a taskforce to work out a definition and a package of benefits for conditions requiring inputs from both health and social care (ámbito sociosanitario). The relationship between this taskforce and the new model of care for severe mental illness and other disabilities to be outlined in the National Plan on Dependency is still not clear.
In addition to the provision of social welfare benefits such as disability related pen-sions, services provided by social care departments may include any facility for mental health except for hospital residential care and outpatient care. However some regional social services also provide hospital care for special population groups such as intellectual disabilities or drug addiction. At present, social services are neither universal nor comprehensive and major differences exist between the 17 ACs. For instance, in Andalucia all the non-hospital health care and most of intermediate care except for day hospitals are provided through contracts with private organisations by a regional institute (FAISEM) with participation of the regional health council and the social council as well as other partners including family associations. In Catalonia most non-hospital residential care and occupational care for chronic mentally-ill people is provided through contracts with the Catalan Health Service.
A 2004 IMSERSO Report differentiates between three models of social care financing in Europe: 1) Universal coverage through taxes, subject to some limited means testing, as for example in The Netherlands and Scandinavian countries, where social expenditure may reach 3% of GDP (e.g. Denmark); 2) A mixed social security-based system such as that found in Central Europe and France where social expenditure is around 1% of GDP. Capitation, specific taxes, and specific insurance systems are available in these countries; 3) Limited coverage or assistance-based where care is limited to those without resources. This is the model followed in the Mediterranean Countries including Spain, where publicly funded social expenditure is around 0.5% of GDP. Clearly the level of funding for social services in Spain is well below the average for the EU-15. Again like with health care expenditure there is no estimate of social care expenditure specifically for people with mental health disorders in Spain.
Long term care services are funded through both the health and social care sectors. In Spain, long term care accounts for 0.6% of GDP; and is projected to rise by 2026 to 0.8% to 1.2%, approaching the level of expenditure in Central Europe (this includes financing both from the health and from the social services) (Casado & López-Casasnovas 2001) . As a matter of fact, a mixed social-security model has been suggested by the IMSERSO report (2004) .
Coverage and elegibility for non-health sector services
Not only is the over all level of funding low but entitlements to social services are less clear as these services are discretionary. Laws in respect of disability and access to services have been passed both nationally and in several ACs. For people with intellectual disabilities entitlement to social services depends on having receipt of a certificate of disability provided by the relevant local authority. The situation for those with other mental health needs is far more complex and varies greatly from one AC to the next. In several ACs, a request must be completed by a psychiatrists and passed on to local social services which then approve coverage. In another AC for instance Andalucia, an inter-sectoral agency provides both authorisation and care.
By contrast the number of staff for special educational needs and support services is far beyond the real level of need. Special educational needs are discussed in legislation (Real Decreto 696/95) and minimum standards have been developed in the ACs. Elsewhere employment has generated a significant amount of standards and laws in Spain. Some are specific to people with dis-abilities (for instance the Law for the disabled -LISMI), while others are more general laws or standards that contain provisions relevant to people with disabilities. They include social security disability and pensions legislation, pensiones asistenciales and pensiones no contributivas, as well as fiscal benefits related to disability. Incentives such as discounts and social security bonuses are available if a person registered as disabled is hired by a firm. There is a legal requirement that at least 4% of the workforce in enterprises with more than 50 employees should be registered disabled. In practice however this regulation is largely overlooked, and in any event it may be the case that people with physical disabilities are favoured over those with mental illness. Unlike social welfare benefits, vocational rehabilitation services are discretionary and constrained by the locally determined budget. In addition there is little investment by private companies in programmes for the detection, treatment and support of mental disorders in contrast to those increasingly seen in a number of European countries and longstanding in the USA. (McDaid et al. 2005b) 
Conclusion
The mechanisms used to collect funds and to allocate them among different areas within the health sector can act as a key barrier or incentive to the further development, co-ordination and quality of health care services. Twenty years after beginning the organisational reform of the Spanish psychiatric system, this is, to our knowledge, the first paper focused on financing of mental health care in Spain. It appears that this area of the health system has been largely ignored by both national and many regional agencies. The imbalance in available information and funding for general healthcare and mental care has been highlighted as a key problem in many countries (Saxena et al. 2003) . The ACs now have full responsibility for health care budgets, including the planning and delivery of mental health services, but different accounting mechanisms make it difficult not only to estimate overall levels of expenditure on mental health, but also to ascertain the extent of inequalities in access to and provision of services. This lack of information may be explained by several factors. In Spain mental health policy, planning, and financing was incorporated into the general health system well after this had been developed. This fact compounds the inherent difficulties of the mental health sector, the uneven health devolution process across the ACs, differences in the extent to which services have been shifted into the social care sector and the ongoing transformation of financing arrangements between the ACs and the national government. Other factors to take into account include the lack of a national health and social care information system, and the lack of actual coordination and information sharing across the ACs, and between the ACs and the central government. These problems may even increase when the new statutory agreements between the central and the regional governments are completed. The new model both of long term care and care for specific dependent populations may not take into account populations with severe mental illness.
The information available on health and social expenditure in mental health in Spain is both scarce and very crude, it is subject to many limitations, and the analysis of the financing system in just four ACs is not representative of the situation in the 17 ACs.
However, available estimates suggest that there is a low level of expenditure both in health and social services for mental health problems, well below the level found in most other western European countries. This lack of funding is both inefficient -because of the substantial benefits that interventions would bring-and inequitable, given the significant burden of mental health problems, and the disproportionate impact they have on the poor. It can also hamper the ongoing reform of mental health systems across the different ACs, as this often requires the injection of additional resources to aid in the continued rebalancing of the system between institutional and community based services during a period where the Spanish general health system is running up increasing deficits. Systems that have been starved of funding and skilled human resources for decades will be in no shape to support major changes to the delivery setting, organisation or processing of care (McDaid et al. 2005a ).
Despite these difficulties there has been significant development in services in many ACs, both by public and private organisations. This trend adds to the urgent need for a transparent and standard system for measuring expenditure on mental health within the context of total health and social expenditure, as well as considering new models of financing introduced for mental health and dependent population both at regional and national level. There are many possibilities. One potential approach to take may be to use a process of formal needs assessment to aid in how resources are allocated to mental health. This may help to address some of the imbalance between funding for mental health and other key health priorities. As well as being mindful of these equity concerns it is important to also improve the efficiency in the way in which scarce resources are used. Greater use of information from economic evaluation can aid in this process. A final area for consideration may be the use of innovative mechanisms to help empower service users to purchase health, social care and other services which best meet their needs. A system whereby service users receive a direct personal budget may be one approach to consider, but this would require careful evaluation.
